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The role slaved by stress in the prognosis of 


Schizophrenia is not entirely clear. It has been suggested that high 
premorbid stress levels before first-time psychiatric admission for 
schizophrenia will be related to better outcome. Subjects, first-time 
psychiatric admissions classified as schizophrenic by either 
Schneider's First Rank Sympt®Oms, tue New Haven. silat aaa eel Index, 
or the Diagnostic and Statistical Manual II, were assessed 
hospitalization’ and two-year foliow-up by structured, cena dines 
interview schedules, and were bifurcated into hign- and low-events 
groups based on their mean life events. score. One outcome measure 
represented the overall level of follow-up functioning; four other 
measures were residualized on initial assessment scores to provide 
cutcome indices independent of initial scores. Results indicated that 
a high level of life events stress in the year prior to a first 
admission for schizophrenia was related to better outcome at the 
two-year follow-up wien th2 Schneiderian and New Haven diagnostics 
criteria were used, Further analyses suggested that these results 


could not 


be attributed to demographic factors, premorbid status, 


severity of pathology at admission, or interim stress leYeis, and 
probably were not exclusively the effect of "precipitating" iife 
events shortly before hospitalization. (Author/N&B) 
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Abstract 
ars sph, \ 
This study was a longitudinal test of the hypothesis that higher aggregate 

levels of "objective" life events stress before a first-lifetime psychiatric 
admission for schizophrenia will relate to better outcome. Subjects were all 

f those participants classified as schizophrenic’ by any one of 3 methods from a 
large investigation of diagnostic and prognostic characteristics in an inpatient 
sample experiencing a first psychiatric hospitalization. Subjects were assessed 
at hospitalization and 2-year follow-up with structured, standardized interview 
schedules. The 31 Schneiderian wehidevphvenien 239 New Haven Index schizophrenics, 
and 41 DSM-II schizophrenics were then bifurcated at the mean life events score 


@ 
for the entire sample into high- and low-events groups. The test for different 


group outcomes was made with a multivariate analysis of variance of 5 measures of 


outcome functioning. One measure represented overall level of follow-up function- 
“ 


ing, and the other 4 were residualized on time 1 assessment scores to provide out- 

come indices independent of initial scores. Where the MANOVA was significant, t- 

tests were then employed to determine group differences in specific outcome areas. 

Findings supported the igobeuis when the Schneiderian and New Haven diagnostic 

criteria vere used. Further analyses suggested that these results could fs: te ' 
attributed to demographic factors, wtenevbid status, severity of ‘pathology at admis- is 
sion, or interim stress levels, and probably were ngs exclusively thw effect of 
“precipitating” life events shortly beboce hospitalization. 
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Life Events and Two-Year Outcome in Schizophrenia = 
e. 

Despite plentiful previdis veneateti addressing the Snatton; the role 
played by stress in the prognosis of schizophrenia is still not entirely clear. 
Phillips' (1953) early study.found that a good premorbid case ivtacx asetid ae 
a definite precipitating stress prior to hospitalization constituted a signpost 
for a faster .and higher-level remission. Sistinuivs Zubin, Sutton, Salzinger, 
Salzinger, Burdock, and Peretz (1961) reviewed numerous clinical reports, all of 
which were in agreement that stress shortly before schizophrenic onset is a fav- 
beabia eenaate sign. Gettin (1964), using the biebenee of a clear precipi- 
tating event as one of 7 positive prognostic fuateaeneao wee able to predict 
clinical course for 822 of 172 schizophrenics. Though his overall 7-point score 
péovided better prediction than any individual criterion, precipitating stress 


.Y 


"Wactors were present in 75% of the fully cdubetad cases versus only 312 of the i 
leae-thanfully~cuntecad group. However, Serban (1975) has questioned Vaillant's 
findings on methodological grounds. Wallis (1972) followed up 512 male schizo- 
phrenics from the British Royal Navy, who showed an inverse relationship between 
premorbid stress and subsequent time spent in hospital. However, when working 
status was utilized as an outcome variable, the influence of premorbid sivas 


8 aN 
appeared equivocal. In addition’ Wallis (1972) used many “aspects of pergonality 


which make living less easy," such as psychopathy, alcoholism, obsessionality and 


schizoid traits, as "personal stresses, thereby blurring an deonetant dietinction 
between "objective" stress and subjectively perceived stress, which may - depend-_ 
ent upon a patient's degree of pathology or personality type (Cf. Dohrenwend & 
Dohrenwend, 1978). | 

Studies finding no positive prognostic significance for high premorbid stress 


include those of Cole, Swensen, and Pascal (1954), Johanson (1958), and Serban (1975), 


Cole, et. al. (1954) studied a group of 486 patients with no previous documented 
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mental illness, 264 of whom were Sigeaaeei schizophrenic. Though severity of pre- 
cipitating stress proved to be a significant cortelate of follow-up outcome - (at 
least fine “sear -poswdtacharge)., her other signif ivant indicators were controlled, 
gthcipttating stress showed no independent outeone predictability. Thus, stress 
waa ay. Mindteavar” in the purely statistical sense but appeared to depend for its 
prognostic. value on variables such as marital isueas and affective expression. 
Porcharsora: since data in the Cole, et. al., study, ere not presented separately 
‘for schizophrenic patients, the extent to which theik findings are true of schiz- 


ophrenta is uncertain. ‘If Beck's and Worthen's aa finding that over half of 


‘ 


their schizophrenic subjects had no clear precipitant prior. to admission'also 


s 


applies to the Cole, et. al., (1954) sample, then even.\the ie of 
pretipitating stress for a specifically schizophrenic group might be cast in doubt. 
Johanson (1958) followed up 138 male schizophrenics for a period of 14 years and 
found no prognostic significance for ee ial stress. aihien (1975) studied 419. 
mostly chrordc schizophrenics fe order ‘to relate their hdspital ization mental 
status variables, including premorbid stress, to readmisston during the subsequent 
“two vears. Stress did ee correlate with admission functioning level, admission 
symptom -status, or readmission. When chronic and acute sii econ were analyzed 
separately, once again stress failed to predict seniioeiask 

Other studies assessing stres# with instruments tapping a broad range of 
‘patients’ life events have suggested that relapsing schizophrenics experience more 
events than non pel apa sae schizophrenics (rabid: 1980). These studies include | 
a prospective design (Michaux, Gansereit, McCabe, & Kurland, 1967), two retrospect- 
ive designs (Birley 6 Brown, 1970; Leff, itretk: Gaind, Rhode, & Stevens, 1973), 
and one rere of impairment level among chronic schizophrenics still living in the 


community 2 or 3 years after hospital discharge (Schwartz & Myers, 1977). In her 


thorough review ec studies Rabkin (1980) concludes that "life events contribute 
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an inéremental , component to the stress level of discharged patients that is 98 
many cases, associated with gunaeadent rehospitalization." (p. 424). Although 
this body of research implies a negative prognostic site of post-discharge 
stress, it should be noted that it does not address the question of relationship 
between premorbid stress and schizophrenic outcome. 

The present study vai undertaken to test anew the hypothesis that high pre- 
morbid stress levels relate to better outcome in schizophrenia. fis dnderiving 
theoretical idea is that a better premorbid psychological adjustment and stronger . 
ego-resources are available to those schizophrenics scwuteies hospitalization 
only after elevated levels of stress. The specific fivpothenis was that high life 
events levels in the year prior to a fiver Udapitalieatton for schizophrenia will 
relate to better outcome at fapeae talleacin, This research differed: from many 
of the studies reviewed above in that the present sample was not comprised of chronic 
schizophrenics. Another difference revolved around a subsidiary question of the 
vesearch, raised by the observation that most previous positive findings for the 
stress-outcome relatdonship appeared in venaten assessing clear and definite pre- 
cipitating events immediately prior to admission rather than broader aggregate 
measureS of major and etnny dite stresses occurring over a longer period of time. 
Thus, following from the expectation that the main prediction would receive suppor®, 
a secondary expectation was formulated--that the life events-outcome relationship 


is not solely the result of major events ratable as clear precipitants in a case 


' history review or interview assessment. 


METHODS 
rd 


The subjects were among a group of 217 psychiatric patients from a larger 
study (The First Admission Study; Strauss, Kokes, Ritzler, Harder, & VanOrd, 1978), 


who were admitted to the hospital for a functional psychiatric disorder for the 


ee . 
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first time in their lives. Patients were asked to participate if they were 
between the ages of 15: and 55, inclusive, had an IQ of 70 or above (from the WAIS), 


and did not have primary problems with alcoholism, drug abuse, or organic brain 


disease. “Seventy percent (n=217) of the 310 potential subjects agreed to take 


part. These patients represented all functional-disorder first-admissions over a| 
one-year period from two demographically heterogeneous catchment areas in Monroe 
County, New York. Patients were interviewed within a week of admission by clinical 
psychologist or psychiatrist investigators using reliable, structured interview 
schedules adapted tien the World REOeEN aoe earn (1973) International Pilot 
Study of Schizophrenia. These included the Psychiatric Assessment Interview (a 
variation of the Present State Examination) for symptomatology, the Standard Psychi- 
atric History, and the Social Data Form. Following a review of the symptom, psy- 
chiatric history, social and employment functioning, and demographic data yielded 
by these forms iad by ee records, the clinical interviewers made ratings on the 
Menninger Health-Sickness Scale (Luborsky, 1962; Luborsky & Bachrach, 1974), the 
Phillips Scale of Premorbid Adjustment (Farina, Garmezy, Zalusky, & Becker, 1962; 
Phillips, 1953), and the strnisn“Garpentet Prognostic Scale (Strauss & Carpenter, 
1974). At he 2-year anniversary of initial hospitalization, plus or minus 1 month, 
the interviews were repeated, wherever the subject preferred to be interviewed. 

The follow-up interview schedules included only minor changes, nostly questions 
designed to elicit detailed answers regarding the subject's experiences during the 
interim 2 years. 

Only schizophrenic subjects from the First-.Admission Study sample were studied 
in this research. Because choice of diagnostic approach to. achixopiieenta can strong- 
ly influence a study's findings (Gift, Struass, Ritzler, Kokes, & Harder, 1980), 
the authors chose to investigate life events stress and outcome in relation to 3 


concepts of schizophrenia. The first concept was a very narrow one comprising a 
s 


cy 
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presumably enemamaiide group of patients defined by Schneider's (1959) First 
Rank Symptoms. The second concept of schizophrenia was a broad one based on the 
New Haven Schizophrenia Index (Astrachan, Harrow, Adler, Schwartz, Schwartz, ‘: 
Tucker, 1972). And the third was representative of how the American Paychiateic 
Association's (1968) Diagnostic and Statistical Manual-II (DSM-IL) concept of 
schizophrenia has been used clinically, since it included all patients defined 
schizophrenic either by the admitting resident and/or by the research clinician 
carrying out the standardized interviews. The Diagnostic and Statistical Manual- 
III (DSM-III; American Psychiatric Association, 1980) was only in the beginning 
stages during the data collection and reduction phases of the First Admission 
Study, so that its definition of schizophrenia was not included. However, the 
final DSM-III concept is similar in many respects to the Schneiderian approach, 
though it emphasizes already established chronicity more. Schneiderian and New 
ee diaganaes Gene cea were made by. consensus between 
, 
two of the reseaich team investigators (J.S.S. & T.E.G.), one of whom has had 
extensive experience with psychiatric, particularly schizophrenic, diagnostic 
practice (Strauss, 1973, 1975; Strauss & Gift,1977). Eighty-one (372%) of the 217 
inpatients were diagnosed schizophrenic by at least one of the 3 systems utilized. 
There were 36 sumeniartea schizophrenics, 52 New Haven schizophrenics, and 53 
‘DSM-IT schizophrenics in the sample. Only 13 patients were classified schizophrenic 
by ait 3 systems. The overlap between Schneiderian and New Haven diagnoses was 27 
patients; between Schneiderian and DSM-I1 diagnoses, 22 patients; and between New 
, Haven and DSM-II diagnoses, 30 patients. When follow-up was completed and cases 
were eliminated because of missing data relevant to the current study, 31 Schneid- 
erian, 39 New en and 41 DSM-II schizophrenics remained. | | 
Life events stress was measured with a slightly modified Holmes and Rahe (1967) 
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Social Readjustment Rating Scale (SRRS), including those 34 items of the original 43 
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re 
presumed most likely to be antecedents of psychiatric disorder rather than conse- 

. quences of it. /Six items from the original scale with low score weightings (under 
20) were excluded bécause they were judged very likely to reflect consequences of 
disorder (such as change in sleeping habits), and two items with higher weights 


(sex difficulties and revision of personal habits) were excluded on the same basis. 


One other item, Christmas, was excluded for its probable irrelevance to certain 


ethnic/religious groups and its unvarying applicability to all Christians. 


The SRRS was administered toward the end of a 2- to 2's-hour interview period 


with the patient at each assessment time. The interviewer asked each scale item 


in a set order. With probing of the circumstances surrounding any events, he 


attempted to pinpoint the time when they had GERUETES If ‘any event was obviously 


the result of the patient's pathological condition (e.g.,'a man quitting his job 


< 


because he thought his co-workers intermMed him harm), that event was not scored. ‘ 


¢ 


Reliability of the SRRS ratings was not systematically investigated although the 


clinical investigators met every 2 to 3 weeks to rate a live or videotaped inter- 
v ° a 


view on al] measures and come to a consensus about disagreements. Other studies 


aiave reported acceptable levels of reliability for the SRRS (Casey, Masuda, & Holmes, 
1967; Gerst, Grant, Yager, & Sweetwood, 1978; Mendels & Weinstein, 1972). Stress 
scores were computed for the year prior to admission and weighted both by the 
Holmes and Rahe (1967) factors and by a recency factor on the basis of empirical 
evidence (Horowitz, Schaefer, & Cooney, 1974) that more recent events provide the 
most stress at the time a schieet-ta seen. Therefore, scores for events 7 to 12 y 
months prior to admission ele Nettle by 1, for events 3 to 6 months prior de: 
admission by 2, and for events 0 to 12 weeks prior to admission by 3. 

All patients meeting the criteria for each of the 3 concepts of schizophrenia 

and from whom complete cats had been gathered at both first admission and 2-year 
follow-up were dichotomized into groups on the basis of their life events scores 


\ . 


in comparison with the mean of the entire first-admission sample. Scores at the — 
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‘mean were inelieeed "high." The sizes of high- and low-life-events groups thus 

formed were as biases. Schneiderian, 1l high, 20 low; New Haven, 18 aan 21 low; 
DSM-II, 14 high, 27 low. The main hypothesis then could be expressed as the 

Beer that sthiscshrenté patients having higher life events stress scores for 

each set of diagnostic criteria at first admission should exhibit better outcome 

at 2-year follow-up. : 

| Out come was defined by two types of nar deiem: The Pick and a measure of 
overall level of follow-up functioning from the Strauss and Carpenter (1972) 

Level of ance sgn Outcome Scale, based upon duration we Sevenat ele hospitalization, 
amount and quality of social contacts, amount and quality of employment, and , 

Merity of symptomatology in the year prior to the follow-up assessnent. The 

second type of outcome variable was a measure of change between tHe tyo assessment 
times, controlled statistically to eliminate differences in level of outcome func- 
tioning due solely to the level of Aactioatae at hospital ee ee This type 
of variable was created by residualizing ve 2 scores reflecting various outcome 
dimensions upon their comparable time 1 scores. The resulting residual variables 
with the correlated time 1 and time 2 variability removed then provided outcome 
measures reflecting change over time independent of initial scores. Four such 
variables were produced. The first utilized a composite 3-dimension variable, 

which was the sum of Serauee “Carpenter (1972, 1974) Outcome Scale tieawures of dura- 
a of hospitalization, social contacts, and employment function. The other 3 
residualized outcome variables utilized continuous measures of symptomatology 
severity for schizophrenic symptomatology » general psychotic svdivomabdloess acd 
suicidal symptomatology described by Harder, Strauss, vikel, Rikeler, and Gift (1980). 
Higher scores on overall level nf cubeome and residualized Sdinenwion outcome rep- 


resented better functioning, while lower scores on the residualized symptomatology 


measures represented better outcome. High life events stress prior to the initial 


« 
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schizophrenic admission was expected to predict better outcome in terms of ,both 
absolute level of ovérall Functioning (one variable) and changes independent of © 
initial functioning levels -(four variables). 


) 


RESULTS , 


~ 


'. The test of the hypothesis was made for each set of diagnostic criteria with 
a multivariate analysis of variance (Rao, 1965; Fox & Guire, 1974) and a .05 sig- 
nificance level. Life events group membership was the in@pendent variable and the 
five outcome measures described above were the dependent variables. The null 
hypothesis was rejected for the Schneiderian (F(5, 25)#3.23, p<.03) and the New . 
Haven (F(5,33)=#2.91, p<.03) diagnostic approaches but not for the DSM-II approach 
(F(S,34)#1.04, n.s.). “All outcome scores were in the predicted direction. 

Examination of the most important Ladividuat variable differences between high- 

-and low-events groups for Schneiderian and New Haven it ee was accomplished, 
with t-tests. For those variables where the Statistical Package for the Social 
“Sciences t-test program (Nie, Hud; Jenkins, Steinbrenner, & Bent, 1975) output 
indicated that the group variances were non-homogeneous, separate variance esti- 
mates (Hayes, 1963, p. 322) were used in making the test. Table 1 presents the 
individually significant (p<.05) variables and thous: approaching significance (p< 
-10) for Sach of the two diagnostic systems. Since the large majority of Schneid- 
erian patients were also classified schizophrenic by the New shaver criteria, one 
might expect these results to be essentially eeduniene: However, tthe New Haven 
high-events group included 7 new patients, over half a’ many as the 11 in the 
Schneiderian high-events group. Thus, findings for the New Haven classification 
also reflect {nformation independent of Schneiderian classification. Nevertheless, 


indiv{dual outcome variables primarily responsible for separating high- and low- 


event groups were the same in each case. Overall level of functioning and the 
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residualized measures reflecting changes in 3-dimensional outcome and in schizo- 


phrenic symptoms were the most important. 

To check for possible confounding factors whieh might have accounted for 
these results, the high- and low-events groups defined by Schneiderian and New 
Haven criteria were compared by t- or Hagia tests on initial Aine 
variables of age, sex, race, marital status, Hollingshead (Note 1) social class, 
Phillips (1953) esate adjusenene; Strauss and Carpenter (1974) prognostic 
status, Menninger Headenebhetaness and interim life events levels. Interim events 
| scores were produced using Holmes and Rahe weights, again also weighted by recency. 
Weights for buena 1-2 years prior to follow-up dere multiplied by = for events 
7-12 months prior to follow-up by 1, for events 3-6 months prior to follow-up by 2, 
and for events 0-12 weeks before follow-up by 3. In all 18 of these comparisons 
there was only one significant difference at the conventional p<.05 level, and 
that was a higher level of interim stress for the initially high-Life-evente New 
Haven schizophrenics. The number of edumariacns involved suggests that this may 
be only a chance finding anyway, but should it reflect a true relationship, most 
likely it points to a larger true outcome difference between groups than actually 
observed in the data. This conclusion is reached because the added interim stress 
would be likely to create psychiatric aieeleuidies and/or impede "full" recovery 
(Rabkin, 1980) in the initially high-events schizophrenics, who otherwise ache : 
have shown an even better outcome level. 

» Hence, the results of this study tend to support the main iypothests:, and 
neither initial levels of patient functioning nor etter possibly confounding group 
differences sone to account for the: findings. | 

The subsidiary hypothesis, that the relationship between life events and: out- 
come is not wholly attributable to "major" events ratable as definite precipitating 


factors, was examined next. Unfortunately, the MANOVA computer program available 


Yr 
for data‘analysis (Fox & Guire, 1974) did not provide for a covariance adjustment 


ers 
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of the dependent variable weceune. for any’ variable potentially een oe the 

groups-outcome measures relationship. Thus, the secondary hypothesis could iat be 

tested directly. inated: an indirect method of addressing the question om 

. employed. A pofnt biserial correlation was calculated between a continuous measure 

of the severity of any precipitating event(s) during the 1 month prior to admis—— 

_ sion (Strau’s & Carpenter, 1974) and high-event/low-event group membership for. each 

of the i Siivanlerusta musedeeachtontes dichotomies showing the events-outcome rela- — 
ttonship.* This measure, of association was significant for both Schneiderian (& 

'.46, p<.01) and New Haven (r*.42, p<.005) classifications, suggesting (as one 

might expect) that the presence of precipitating avents was an important factor 

‘in obtaining either high- or low-events group status for the year prior to first 

admission. On the other hand, the magnitude of these correlations aieeeake that 

only about 20% of the variability in high-/lov-events group membership can be 
"explained" solely by severe precipitating events just prior to hospitalization. 

Hence, it can be sonetudad: that the sitadeltsc of stress due to other life events 

during the entire pre-admission year is also important in defining a schizophrenic's 

stress taven at admission, which in turn relates to 2-year outcome. It is unlikely 


that the 202 of: group membership "explained" by the presence of ptecipitating 


events is entirely responsible for i> Naa aa relationship. 


- DISCUSSION 


. The results of this study support the hypothesis, that a high level of life 
events stress fakin year prior to a first admission for schizophrenia relates to 
better outcome at 2-year follow-up. Outcome was measured multidimensionally, with 
one anceute of overall level of functioning,-one composite measure of social level, 
emp loynent level, and time out of hospital statistically controlled for time 1 
functioning, and three sympt Measures similarly controlled. .Demographic vari- 


ables (age, sex, race, marital status, and social’class), premorbid status measures, 
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pathology severity at admission, and interim life events levels ice all checked 

as possible alternative ways to ACEOUNE for the findings, but none were able 

to do-‘so. It should-be noted, however, that the hypothsis received support only 

when schizophrenic diagnoses were made with the explicit Schneiderian or New Haven 

coterie: The less explicit, clinically applied criteria from the DSM-II did 

not yteld a group of schizophrenics for whom ee levels made a prognostic dif- 

ference. Therefore, the necessity uf specifying diagnostic aapeench in studies 

of schizophrenia is here underlined once agen (Gift, et. al., 1980). 

Perhaps ik addition to the dit heceaten seen when classifying sous 3s 

schizophrenic by different diagnostic criteria it is important to note a similar- 

ity among all 3 diagnostic methods: in this study all variable means eure 

ing high- and low-event schizophrenics, even those defined by the DSM-II, implied 

better outcome functioning among high-event subjects at follow-up. This pattern . / 

provides tentative support for the generalizability of the stress-outcome rela- 
| tionship for all "true" schizophrenics, if S “erue" schizophrenic ee ee by , 
a set of explicit and carefully winded diaSnostic criteria. The New Haven Index 
produced equally as many schizophrenics as ‘the DSM-II approach and henve is an 
equally unrestrictive concept of the disorder, but it was probably applied more 
eastly due to its clarity, and in a more careful, consistent bag ton since about 
half of the DSM-II diagnoses were made by tensveseeccher clinicians. 

Previous studies (Johanson, 1958; Serban, 1975) not finding any stress-out- 
come relationship for schizophrenics used diagnostic criteria akin to the DSM-II 
concept which did not produce significant results here. Those two studies also 

> 
used largely chronic samples, For whom stress may be less of a prognostic indicator 
than it is for first admissions. 


Though the analysis here cannot be conclusive about the magnitude of the stress- 


outcome relationship independent of precipitating events shortly before admission, 


Life Events 


i 2 


ea 
ry 


it is likely that a sizable portion of the relationship is due’ to pre-admission 


year, accumulating stresses other than mafor events occurring within:a month of 


; 6 
hospitalization. _— | age 
One methodological iinitacton of the current study is the relatively eat 
sample size. However, this disadvantage is balanced somewhat by the hoflogeneity A 
of the schizophrenic groups produced by Schneiderian and New Haven ‘criterta. - . * 
| » 


Other studies have employed less exact criteria, not alvays applied. by the we adh 
investigators ‘but rather by clinicians, thereby probably producing much neverg- 
geneity in their larger samples. Of course, the current study requires validation 
from future research, but it now joins*the majority of studies im the areg, which 
find evidence for the existence of a significant relationship between premorbid 
‘stress and schizophieente outcome. 

The Cole, et. al. (1954), finding that stress seems to carry no prognostic 
significance of. its own when other outcome indicators are ee ee not 
replicated by these data. In fact, there vere no significant differences 
between the high- and low-event groups on such indicators as BarAtE status which 
eccunated for the stress-outcome relationship ‘in the Cole data. In gianidien: 
affective avupeinatolonys another Cole, et. al., indicator ieee the stress 
influence upon outcome, did not prove to be prognostically signiftcant for First 
Admission Study schizophrenics (Gift, Strauss, Kokes, Harder, & Ritzler, 1980). 

A final question regarding the current study might center upon the validity 
of pattenke reporting of their life events prior to a hospital admission. Fontana, 
Marcus, Noel, and Rakusin (1972) have asserted that severely disturbed patients 
may report or actually cause high numbers of life events prior to institutionaliza- 
tion in order to flee their illnesses and/or make sense of their pathological exper- 
fences. In other words, the events reported may well not be accurate and/or are a 


dependent upon the severity of a patients’ pathology. Since the high- and low- 


event subjects in the present study were not significantly different on overall 
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Heal encaleiness at first admission, any inaccuracy in the reporting of one group 
was just as likely to be present in the other group as well.” Furthermore, if the 
iiadac eG al., hypothesis were true for subjects’ pathology at follow-up as 
4 
well as at the time of hospiealization, the more inaccurate, high-interim-event- 
reporting group should have been the more pathological, poorer outcome (or initial 
loe-eene): eevuD, who would be reacting to or rationalizing their follow-up level 
of pathology. However, for the senacidetion schizophrenic groups there was no 
a 
difference in the level of interim events, and for New Haven schizophrenics more 
events were reported by the good outcome, inieial high-event group, rather than 
the poor Outcome, low-event. group. Therefore, the evidence suggests that event 
report ing sby groups in this study was not differentially influenced by patients’ 
i] 
degree of pathology, as the Fontana, et. al., hypothesis would oredict. In conse- 
quence, then, the relationship of life events to schizophrenic outcome observed 


ry 


in this study still appears valid. 
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Table 1 


Individual Outcome Variables Differentiation High- and Low- 


Life Events Schizophrenics by Schneiderian and New Haven Criteria 


a 


° 


Schneider Diagnosis (MANOVA: F(5,25)=3.25, p .03) 
Outcome Variable \ High-Events (n=ll) X Low-Events (n=20) X t (df) Sig. Level 
Overall Outcome Level 2.45 1.40 -3.26 (29) -005 


' 3-Dimension Outcome- | -.944 -2.36 (29) 
Residual ; ; 


Schizophrenic Symptoms- 711 2.14 (29) 
Residual 


Suicidal Symptoms- .113 1.95 (27.24) 
Residual 


New Haven Diagnosis (MANOVA: F(5,33)#2.91, p .Q3) 
ive 


Outcome Variable High-Events (n=18) Xx ; Low-Events (n#=21) X t (df) 
Overall Outcome Level 2.50 ey -2.66 (37) .02 
3-Dimension Outcome- =,O12. i "a FOS “2,26 (33:35) .05 ro 
Residual “s 
23 So om 
Schizophrenic Symptoms- -.413 / -907 2.97 (33.31) .O1 $ 
Residual 3 
° \ Q 
Psychotic Symptoms- -.239 -585 1.72 (37) -10 
Residual 
» ‘ ‘ 
he lew Z ye 


